The Special Focus Facility (SFF) initiative was introduced by the Centers for Medicare & Medicaid Services (CMS) to help address quality problems in nursing facilities. That is, nursing facilities that are determined to have a greater number of quality problems, more serious problems than average, and a demonstrated pattern of quality problems are included in this initiative (CMS, 2008) . For nursing facilities, inclusion in the SFF program entails having two survey inspections per year (rather than the standard one survey) and the potential to be terminated from the Medicare and/or Medicaid programs.
In this research, nursing facilities that were included in the 2007 SFF initiative are examined. We provide descriptive information on SFFs (including levels of several quality indicators). Part of the SFF initiative revolves around chronic poor quality. Thereby, we examine the quality of SFF nursing facilities over time. Targeting facilities are clearly crucial to the SFF initiative; therefore, a further objective was to examine how different SFF facilities were from other nursing facilities with respect to quality.
Little empirical research has been conducted on SFF nursing facilities. Castle, Sonon, and Antonova (2009) found that the SFF initiative may have influenced aggregate market level nursing facility quality. However, the focus of this prior research was limited to identifying potential market benefits (i.e., a spillover effect) of this initiative. Thus, the descriptive information we present in this analysis gives important additional information on the SFF initiative.
With limited budgets and resources, appropriately targeting facilities for inclusion would seem like a key operational element. For nursing facilities, inclusion in the SFF initiative has increased stigma and oversight. Some reassurance that SFF targeting was accurate may be beneficial. That is, if the initiative is seen as somewhat arbitrary or random, some facilities may view changing their quality as inefficient or as a low priority. If nursing facilities perceive SFF targeting to be accurate, then some may proactively improve quality of care. Furthermore, for consumers, the knowledge that a nursing facility was included in the SFF initiative may influence current or future use of a facility. If CMS is to empower consumers in this way (i.e., by publicly listing participants in the SFF program), efficiently guiding consumers with precise information is essential.
Nursing Home Certification
The SFF initiative is part of the nursing facility certification process. That is, CMS mandates that all nursing facilities accepting Medicare and/or Medicaid residents must be certified. Due to their reliance on revenues from the Medicare and/or Medicaid programs (Grabowski, Feng, Intrator, & Mor, 2004) , about 97% (approximately 17,000) of all nursing facilities in the United States participate in this process.
Several accounts of the certification process exist (e.g., State Operations Manual, 2009). Most significantly, nursing facilities are inspected on a yearly basis (approximately) to determine whether minimum standards are met. When a facility does not meet a minimum standard in a specific area, a deficiency citation is issued (General Accounting Office [GAO], 1999) . About 185 deficiency citations are used, and these are divided into 12 categories (GAO, 1999) . These 12 categories are used to define scope and severity of the problem(s) identified (the categories are labeled "A" through "L"). The severity depends on the extent of harm to the resident, and the scope depends on the number of residents affected (GAO, 1999) .
SFF Initiative
The SFF initiative has existed since 1998 (CMS, 2004) . It was developed as part of the CMS Nursing Home Oversight and Improvement Program. The SFF initiative, for nursing facilities placed in the program by CMS, entailed having two survey inspections per year (rather than the standard one survey). However, the SFF initiative initially selected very few nursing facilities (often only two per state) and used 1 year's data in the selection process. Thus, the program was criticized as not targeting enough nursing facilities, and because only 1 year's data were used was also criticized for not including those facilities with consistently poor quality (CMS, 2004) .
Revisions to the SFF initiative were made, and in November 2007, CMS publicly released the names of the nursing facilities that were included in its revised initiative. According to CMS, these facilities have "a history of serious quality issues" and are "included in a special program to stimulate improvements in their quality of care" (CMS, 2008) . These nursing facilities were determined to have a greater number of quality problems, more serious problems than average, and a demonstrated pattern of quality problems (CMS, 2008) . A greater number of quality problems were defined as having more than twice the average number of deficiencies (the average is approximately six deficiencies). More serious problems were defined as having caused harm or injury to residents. A demonstrated pattern of quality problems was defined as having quality problems for 3 years or more.
For nursing facilities, this initiative still entails increased frequency of inspections from about one time per year to two times per year (CMS, 2008) . However, CMS was "more stringent" with enforcement actions taken at these facilities. As described previously, these actions could include fines and termination from the Medicare and Medicaid programs.
Data and Methods

Data Sources
The 1997 through 2008 "On-line Survey, Certification And Reporting" (OSCAR) data were used. OSCAR data are collected by state licensure and certification agencies as part of the Medicare and/ or Medicaid certification process described previously. The data represent a comprehensive set of data elements, including deficiency citations, structural characteristics of the facility, and aggregate resident data. Although some data have known limitations (e.g., staffing data; Kash, Hawes, & Phillips, 2007) , no comprehensive psychometric analyses of the data are available. In 1997, 15,455 facilities were included in the data, and in 2008, 17,533 facilities were included.
"Nursing Home Compare" data were also used. Nursing Home Compare reports information for every Medicare/Medicaid certified nursing home in the United States. This information includes location, services provided, staffing levels, and deficiency citations. Several quality indicators are provided given in the form of quality measures (QMs). General details on Nursing Home Compare are provided in a GAO report (GAO, 2002) , and specific definitions of the QMs can be found in a technical report (Abt, 2004) .
Nursing Home Compare data were retrieved from the website representing January 2002 through January 2008, and information for the QMs was used in this research. The QMs are listed in Table 2 .
Quality Indicators
No comprehensive single measure of nursing facility quality exists. Moreover, the relationships between different quality indicators are often inconsistent (i.e., they have orthogonal relationships; Mor, 2004) . Therefore, in this analysis, the approach used was to examine multiple quality indicators, including deficiency citations, staffing levels, OSCAR-derived quality indicators, and Nursing Home Compare QMs.
Deficiency citations were examined because they are used to select facilities for inclusion in the SFF initiative. Staffing levels are frequently used as quality indicators (Castle, 2008) . These include the average full-time equivalent (FTE) levels of caregivers (i.e., nurse aides, licensed practical nurses, and registered nurses [RNs] ). The OSCAR-derived quality indicators used were physical restraint use, catheter use, contractures, pressure ulcers, antidepressant drugs, antianxiety drugs, and sedative/hypnotic drugs. The selection of these indicators was based on their previous use by researchers and relatively high prevalence rates (Mor, Zinn, Angelelli, Teno, & Miller, 2004) . The Nursing Home Compare QMs are advantageous because they were subject to extensive testing and represent measures relevant to both consumers and providers (see Table 3 ).
Analytic Approach
Nursing facilities designated as part of the SFF initiative in 2007 (N = 135) were listed by CMS by name and address. We used these names and addresses to identify these facilities in the OSCAR data. All SFF nursing facilities were identified. The OSCAR information was linked to the Nursing Home Compare information via the federal facility ID number.
Facilities with OSCAR data from 1997 through 2007 were then identified (including all 2007 SFF facilities). For the comparison of nursing facilities (i.e., all non-SFF facilities), the initial analytic sample consisted of 13,558 nursing homes in the 1997 baseline with data available in each subsequent year through 2007.
A baseline of 1997 was used, first, because 11 years of data (i.e., 1997 through 2007) were considered to be a relatively long interval to determine chronic quality problems and second, because some variables in the OSCAR are not available pre-1997. Thus, the analytic sample consisted of 13,558 non-SFF nursing facilities and 135 SFF nursing facilities each with data from 1997 to 2007.
Statistical Methods
For the SFF nursing facilities and non-SFF nursing facilities, descriptive statistics (i.e., means, percent, and range) are presented. This includes descriptive statistics for facility, aggregate resident, and market characteristics. Definitions of most of these characteristics are self-evident, and some further detail on the competition variable and activities of daily living score are provided in Table 1 . Descriptive statistics of the quality characteristics for 2007 are also presented in Table 1 . In all significance tests, a conservative p level was used (i.e., p ≤ .01) to compare SFF nursing facilities and non-SFF nursing facilities due to the multiple comparisons inherent to the analyses. In addition, to account for the unbalanced number of facilities in the groups, unequal variance t tests were used.
Further descriptive information is presented for SFF nursing facilities and non-SFF nursing facilities for differences in quality over time. The number of times each quality indicator was significantly worse for SFF nursing facilities compared with non-SFF nursing facilities is presented. Further descriptive analyses are presented using a two-by-two The activities of daily living (ADL) score was calculated using six ADL questions (bathing, toileting, dressing, mobility, transferring, and eating) in the OSCAR. A score from 0 to 3 for each of these ADL questions was used for no assistance, moderate need for assistance, and high degree of need for assistance, respectively. These scores were added with increasing scores, in dicating a greater average ADL impairment within the facility. Information came from primary data collected by the authors following a process previously used by others (e.g., Grabowski et al., 2004) .
e Used as a measure of competition. The Herfindahl index has scores from 0 to 10,000, with higher scores indicating less competition (i.e., a score of 10,000 represents a monopoly market). The county was the market area used in this analysis (Bourbonniere et al., 2006 and standings on the QM score distributions. We used cutpoints as the lowest 10% (i.e., poor quality) on each QM. Thus, for each QM, the score distribution for all nursing facilities was examined and a score that identified the lowest 10% of facilities (i.e., lowest decile) was used. For parsimony, these findings were summarized in one table, showing the lowest 10% of facilities on any 5 of the 19 QMs. Also, only the Nursing Home Compare QMs are used as they are likely more precise measures than the OSCAR-derived quality indicators.
Results Table 1 presents descriptive statistics of the variables used in the analysis. Of note, SFFs differed from other nursing homes in several respects. Differences in facility characteristics included SFFs' having a lower occupancy rate and fewer privatepay residents. Differences in the OSCAR-derived quality indicators included more physical restraint use, more contractures, and a greater number of deficiency citations in SFFs.
Descriptive characteristics of staffing, deficiency citations, and quality indicators for SFFs and non-SFF nursing facilities for 2007 are presented in Table 2 , along with the number of significant differences of these characteristics using the 2002-2007 and 1997-2007 time periods. In general, SFFs used fewer FTE RNs and had more deficiency citations. However, the differences were more pronounced during the 2002-2007 time period. Descriptive characteristics of Nursing Home Compare QMs for SFF nursing facilities and non-SFF nursing facilities for 2007 are presented in Table 3 , along with the number of significant differences of these characteristics using the susceptible to regression to the mean. That is, with regression to the mean, unusually large measurements tend to be followed by measurements that are closer to the mean (Barnett, van der Pols, & Dobson, 2005) . Attributing these changes to an intervention is called the regression fallacy (Morton & Torgerson, 2003) . The regression fallacy is less likely by using nursing facilities with consistently high levels of deficiency citations. However, we note that a count of the number of deficiency citations is used in making the SFF determination. A distortion to this process may occur because of the known differences between states in their use of deficiency citations. To account for this, researchers have frequently ranked nursing facilities within states (e.g., a percentile score is given to each facility in each state; Grabowski, 2001) . A similar approach could further refine the SFF process.
Quality indicators are thought to have orthogonal relationships (Mor, 2004) . However, this does not mean that all quality indicators in all facilities will be unrelated. That is, orthogonality may be a generalization; but some nursing facilities can still perform poorly on several quality dimensions. Ideally, these latter facilities should be included as SFFs. Our analyses would seem to show that SFFs do indeed perform more poorly on multiple quality indicators. This would seem to strengthen somewhat the validity of the SFF process.
Impact on Quality of SFFs
The SFF initiative does seem to have influenced the quality of some nursing facilities. Of the 135 nursing facilities included in this research, CMS has reported that 58 (i.e., 42%) have shown significant improvement. Significant improvement was defined as having no deficiencies above an "E" level in the most recent survey. Fifty-six nursing facilities (i.e., 43%) did not show significant improvement but were provided additional time to continue in the SFF program. A further 15 (i.e., 11%) nursing facilities were reported to have graduated from the program. In this case, graduated was defined as having significant improvement for two standard surveys (CMS, 2008) . Six nursing facilities (i.e., 4%) were terminated from the Medicare/Medicaid programs.
Limitations
Although we use several quality indicators, these do not necessarily provide a comprehensive picture Cross-tabulation results examining QMs and SFF status are presented in Table 4 . This shows that SFFs are more likely to be in the worst 10% of the score distributions of the QMs compared with non-SFF nursing facilities. For parsimony, one cross-tabulation is provided for facilities having scores in any 5 of the 19 QMs. However, SFFs are more likely to be in the worst 10% of the score distributions when any summation of the QMs is examined.
Discussion
Targeted efforts to penalize low-quality facilities clearly send a message that CMS is willing to use a "stick" in its quality oversight role. However, some interesting issues arise in implementing such a system. Specifically, whether the measure of quality used is appropriate and whether these efforts ultimately had any influence on the quality of nursing facilities.
Quality of SFFs
CMS has primarily used deficiency citations in making an SFF determination. Our findings show that this approach has targeted some low-quality providers. That is, SFFs had significantly more deficiency citations in 2007 than non-SFF nursing facilities.
SFFs also had significantly more deficiency citations than non-SFF nursing facilities over time. This is also advantageous in evaluating the outcomes of the initiative. The initial approach used by CMS of using results from a single survey was of nursing facility quality. The OSCAR-derived quality indicators and Nursing Home Compare QMs used are primarily clinical outcome quality indicators. Many other quality indicators exist, including quality of life and satisfaction. The number of nursing facilities included in the SFF initiative is small. Other sampling and methodological approaches to examining these facilities (such as propensity matching) may be useful in accounting for potential bias that may result from this unbalanced sample. Furthermore, one issue the analyses cannot determine is the point at which SFF designation should occur.
Conclusions
Some additional research questions also seem pertinent. For example, the SFF initiative currently includes relatively few providers. The cost and resulting benefits should be further clarified. This may help policy makers in determining whether to expand the initiative. Moreover, the threat of potential designation as an SFF could prompt some providers to proactively improve their quality. This potential spillover effect of the SFF initiative could represent a further benefit of this program (Castle et al., in press ). Despite these issues, in general, we found that facilities included in the SFF initiative were of poor quality, and based on multiple quality, indicators were likely accurately targeted for this initiative.
